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A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  07/24/14

Facility Number:  000035

Provider Number:  155089

AIM Number:  100266250

Surveyor:  Mark Bugni, Life Safety Code 

Specialist

At this Life Safety Code survey, Heritage 

House of New Castle was found not in 

compliance with Requirements for 

Participation in Medicare/Medicaid, 42 

CFR Subpart 483.70(a), Life Safety from 

Fire and the 2000 edition of the National 

Fire Protection Association (NFPA)  101, 

Life Safety Code (LSC), Chapter 19, 

Existing Health Care Occupancies and 

410 IAC 16.2.

This one story facility was determined to 

be of Type V (111) construction and fully 

sprinkled.  The facility has a fire alarm 

system with smoke detection in the 

corridors, in spaces open to the corridors, 

and battery operated smoke detectors in 

all resident sleeping rooms.  The facility 

K010000  F0000 Preparation and/or 

execution of This Plan of 

Correction in general or any 

corrective action set forth herein, 

in particular, does not constitute 

an admission or agreement by 

Heritage House of New Castle of 

the facts alleged or the 

conclusions set forth in the 

statement of deficiencies. The 

Plan of Correction and specific 

corrective actions are prepared 

and/or executed solely because 

of provisions of federal and/or 

state laws. Heritage House 

desires this Plan of Correction to 

be considered the facility's 

Allegation of Compliance. 

Compliance is effective August 

23, 2014. This building 

respectfully requests 

consideration for paper 

compliance from the Plan of 

Correction.   
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has a capacity of 95 and had a census of 

49 at the time of this visit.

All areas where residents have customary 

access were sprinkled.  All areas 

providing facility services were sprinkled 

except the two detached wooden storage 

sheds.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 07/28/14.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

NFPA 101 

LIFE SAFETY CODE STANDARD 

Heating, ventilating, and air conditioning 

comply with the provisions of section 9.2 and 

are installed in accordance with the 

manufacturer's specifications.     19.5.2.1, 

9.2, NFPA 90A,  19.5.2.2

K010067

SS=F

Based on observation and interview, the 

facility failed to ensure 46 of 46 resident 

rooms and 4 of 4 resident room egress 

corridors were not being used as a 

portion of a return air system/plenum for 

heating, ventilating, or air conditioning 

(HVAC) ductwork serving adjoining 

areas.  NFPA 90A, Standard for the 

Installation of Air Conditioning and 

K010067 The Heritage House of New 

Castle respectfully requests a 

waiver for this finding. Smoke 

detectors are located in the areas 

identified in this finding. Activation 

of the fire alarm system will 

trigger relays that shut down the 

air handlers in these portions of 

the building. Once the air handler 

is closed, smoke will be 

prevented from transferring from 

08/23/2014  12:00:00AM
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Ventilation Systems at 2-3.11.1 requires 

egress corridors shall not be used as a 

potion of a supply return or exhaust air 

system serving adjoining areas.  This 

deficient practice affects all residents in 

the facility.

Findings include:

Based on observations on 07/24/14 

during a tour of the facility from 9:00 

a.m. to 12:45 p.m. with the administrator 

and maintenance director, all forty six 

resident rooms in the facility used the 

four resident room egress corridors as a 

return air system for the air conditioning 

system in the facility.  Based on an 

interview with the maintenance director 

on 07/24/14 at 9:30 a.m., the resident 

rooms in the facility are equipped with a 

forced air conditioned system through 

duct work into each resident room with 

the return through the exhaust vent in 

each resident room's shared bathroom.  

Heat is through radiated coils in the 

resident room drywall ceiling.  

Furthermore, based on observation of the 

resident room bathrooms during a tour of 

the facility with the administrator and 

maintenance director on 07/24/14 from 

9:00 a.m. to 12:45 p.m., each resident 

room had a shared bathroom with an 

adjoining resident room and each shared 

bathroom had a door leading into the 

one smoke zone to another.    

Modifications to the existing air 

handling system will pose a 

hardship for residents displaced 

during the installation process. 

The facility would also incur 

financial hardship for an 

estimated cost of $46,000 

conservatively to upgrade the air 

handling system to meet this 

requirement. The history of the 

facility reflects no incidents 

resulting from this finding. See 

attachments A-C.    
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bathroom from the resident room.  The 

bathroom vents were also on an electric 

switch that could be turned on and off by 

each resident.  The lack of a return air 

duct in each of the forty six resident 

rooms was verified by the maintenance 

director at the time of observations and 

acknowledged by the administrator at the 

exit conference on 07/24/14 at 12:45 p.m.

3.1-19(b)
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